In assessing a patient who has experienced an acute disturbance of vision in an uninflamed eye 
Venous occlusior
Management-The patient should be referred urgently. Only small retinal holes with no associated fluid under the retina can be treated with the laser, which causes an inflammatory reaction that seals the hole. True detachments usually require an operation to seal any holes, reduce vitreous traction, and ifnecessary drain fluid from beneath the neuroretina.
circled with laser History-The patient complains of a sudden onset of visual disturbance. This may be temporary (amaurosis fugax) if the obstruction dislodges, or it .rlflIW retin $~4PPIi may be permanent. It is often described as a "curtain" descending over the .~~~v ision.
Outer rt.,a D Occlusion of the posterior ciliary arteries may cause ischaemia and infarction of the head of the optic nerve (ischaemic optic neuropathy). The nerve head swells and this may be mistaken for papilloedema. Papilloedema, however, is usually bilateral and the visual acuity is not affected until late in its development. In addition, the optic disc in ischaemic optic neuropathy is pale because ofthe lack ofblood perfusion. Giant cell arteritis must be excluded in these cases as the other eye may also go blind ifintravenous and oral steroid treatment is not started promptly. History-The visual acuity will be disturbed only if the occlusion affects the temporal arcades and damages the macula. Patients may otherwise complain only of a vague visual disturbance or offield loss. The arteries and veins share a common sheath in the eye, and venous occlusion most commonly occurs where arteries and veins cross, and in the head of the nerve. Thus raised arterial pressure can give rise to venous occlusion. Hyperviscosity-for example, in myeloma-and increased "stickiness" of the blood-as in diabetes mellitus-will also predispose to venous occlusion. This leads to haemorrhages and oedema ofthe retina. Occlusion of the central retinal vein within the head ofthe nerve leads to swelling ofthe optic disc.
Examination-Visual acuity will not be affected unless the macula is damaged. There may only be some peripheral field loss ifa branch occlusion has occurred. Ophthalmoscopy shows characteristic flame haemorrhages in the affected areas, with a swollen disc if there is occlusion ofthe central vein. Cotton wool spots imply an ischaemic retina and are a bad prognostic sign.
Management-Hypertension, diabetes mellitus, hyperviscosity, and glaucoma must be identified and treated. Ifthe retina becomes ischaemic it stimulates the formation ofnew vessels on the iris (rubeosis), and neovascularisation of the angle may cause glaucoma. Laser treatment is used to ablate the ischaemic retina to prevent this happening.
:macula. Macular haemorrhage.
Retrobulbar neuritis
Red as seen by normal eye.
History-The patient notices a sudden disturbance ofcentral vision. Straight lines may seem wavy and objects may be distorted, even seeming larger or smaller than normal. Eventually central vision may be completely lost. This central area ofvisual distortion or loss moves as the patient attempts to look around it. The layer under the retina is the black retinal pigment epithelium. Most commonly with increasing age (the patient is normally over 60) and in certain conditions (for example, high myopia) neovascular membranes may develop under this layer in the macular region. These membranes may leak fluid or bleed causing an acute disturbance ofvision.
Examination-The visual acuity depends on the extent ofmacular involvement. Ifthe patient looks at a grid pattern (Amsler chart) the lines may look distorted centrally. The peripheral fields are normal. On fundal examination the macula may look normal, or there may be a raised area within it. Haemorrhage in the retina is red but it appears black ifit is under the retinal pigment epithelium. There may be associated deposits ofyellow degenerative retinal products (Drusen).
Management-Some cases are treatable with a laser, which occludes these neovascular membranes. Ifa patient has had a subretinal neovascular membrane in one eye that has destroyed central vision, they are at risk ofthe same thing occurring in the other eye.
History-The patient is usually a woman between the ages of20 and 40 who complains ofa disturbance of vision in one eye. There is usually pain that worsens on movement of the eye. The visual acuity may range from 6/6 to perception of light. Despite a "normal" visual acuity, however, the patient usually has an afferent pupillary defect and may also notice that the colour red looks faded when viewed with the affected eye (red desaturation). The field defect is usually a central field loss (central scotoma). f[ is extremely important to test the field of the other eye as a field defect may suggest a lesion further back (for example, a pituitary adenoma).
The optic disc is swollen if the "inflammation" is anterior in the nerve. There may have been previous attacks in the past. * A family history of migraine * Attacks set off by certain stimuli-for example, particular foods * Fortification spectra in both eyes that include zig zag lines and multicoloured flashes oflight * Associated headaches and nausea (though these symptoms may not be present).
Examination-The patient may have a bilateral field defect but this usually resolves within a few hours.
Management-Conventional treatment with analgesics and antiemetics may be necessary. Long term prophylaxis may be required if attacks occur frequently.
Cardiovascular disease
Damage to visual pathways leading to contralateral homonymous hemianopia History-The patient may have a hemiparesis on the same side as the visual field loss. Patients sometimes complain of "the beginning or end ofa line ofprint disappearing," and some may complain ofa decrease in acuity. The visual pathways pass through a large area ofthe cerebral hemispheres, and any vascular occlusion in these areas will affect these pathways. Lesions behind the chiasma are the most common and lead to contralateral field loss in both eyes. More posteriorly placed lesions tend to spare the macular vision in the affected fields.
Examination-The visual acuity should be preserved though patients may say half the Snellen chart is missing. The appropriate bilateral visual field loss is present.
Management-It is important to make the diagnosis and exclude any underlying cause for vascular disease. The field defects sometimes improve with time, and patients should be taught to compensate for their field defect with appropriate head and eye movements. So if ever you hear of the ghostly piano player of a rather pleasant London square in the Georgian style, you will know how the story started. -j L WEEKS, occupational physician, Pinawa, Manitoba, Canada I I /# ago0*
